bowel obstruction. Also the appendix presented healthy looking in the hernia sac with no bands of adhesions (PIC-2-). The operation was done at October,4,2016.
Case -3-:
A 61 years old man presented with right inguinal hernia and inguinal pain with sensation of small induration area "1*1cm" at the site of deep inguinal ring even after reduction of hernia contents so, ultrasound examination done which revealed nothing. At time of operation a long but completely healthy appendix was found in the hernia sac (pic-3-) The operation was done at February, 2, 2017.
Discussion and review of articles:
The varying methods of surgical treatment of Amyand's hernia according to the published reports, which ranges from tissue repair of inguinal hernia to the hernia repair with biologic mesh with or without appendectomy have made the decision a challenging issue. Preoperative clinical diagnosis is practically impossible, but has been reported via trans abdominal ultrasound or computed tomography. (5) The later, a tubular blind-ended structure originated from the cecum wall is observed & extends to the hernia sac (pic.4), and the former reveals similar findings, a blind ended non compressible tubular structure and increased vascularity. (5,14) There are no sensitivity or specificity reports in the international literatures to this particular clinical entity. (5,14) Our three patients had no history of bowel problems, so no preoperative radiological investigations were done. In 2007 Losanoff & Basson created a classification scale to identify and treat Amyand's hernia (12, 13) A type 1 hernia has a normal appendix and an inguinal hernia, which is managed with a reduction & mesh repair. Type 2-4 have acute appendicitis within inguinal hernia sac. Type 2 has an inflamed non perforated appendix, type 3 has a perforated appendix, and type 4 is complicated with intra-abdominal pathology. Types 2-4 hernias are managed with appendectomy and primary repair without mesh. In addition to the primary repair and appendectomy, type 3 includes a laparotomy for abdominal irrigation, possible orchiectomy or colectomy, and type 4 includes investigation of pathology. (12, 13) In the case of a normal appendix, incidentally found within the hernia sac, the performance of a prophylactic appendectomy along with hernia repair is not favored by many authors. (6,15) Appendectomy adds the risk of infection to an otherwise clean procedure. Superficial wound infection increases morbidity; and deep infection may contribute to hernia recurrence, in addition surgical manipulation to achieve visualization of the entire appendix and its base, by enlarging the hernia defect or distending the neck of the hernia sac, increases the possibility of recurrence by weakening the anatomic structures around the defect (12, 15, 16, 17) In the cases where an inflamed, suppurative, or perforated appendicitis were encountered, no prosthetic materials should be used because of the increased risk of surgical site infection as well as the possibility of fistulae formation from the appendicular stump. In these cases, in addition to appendectomy a shouldice technique should be considered because of its lower recurrence rate. (18,19) The absence of inflammation in type 1 advocates elective hernioplasty. Using a prosthetic material in such cases carries the expectation of improved longevity of the repair; it avoids tension on the suture lines and circumvents the metabolic problems related to collagen deficiency which is known to exist in hernia patients. (12, 13) With the new prosthetic materials such as biological mesh, current surgical approach in Amyand's type 2 hernias suggest its use to prevent recurrence. There are very few case reports in the international literatures so future research will focus on proving its efficacy; a disadvantage is that it is not available in all hospital settings. (20) In the pediatric population, however a prophylactic appendectomy would have been performed "without mesh repair", because children and adolescents have a higher risk of acquiring acute appendicitis. (12,13) While reduction of hernia contents & performing tension -free hernia repair is recommended for type 1 Amyand's hernia by international literatures (5, 7, 12, 13, 21) , in septic patients with an Amyand's hernia type 3 "acute appendicitis with peritonitis", or type 4 "acute appendicitis with other pathology" even the hernioplasty may be contraindicated if the patient's condition is poor or the life expectancy is limited. In a study performed in Istanbul, turkey there were five male patients in the study group with a mean age of 42.4 years, four right sided and one bilateral inguinal hernia. Despite that all the patients included in the study presented with healthy appearing vermiform appendix, Appendectomy plus mesh hernia repair was performed in all. Post-operative courses were uneventful. During the follow up period (14.0 +/-7.7 months), there was no inguinal hernia recurrence. (22) We also encountered a study done by Psarras et al. included four patients, one of them with inflamed appendix treated with appendectomy plus bassini repair, two of them were with normal appendix treated with mesh repair without appendectomy , and one case with appendicitis treated with appendectomy and mesh repair with no incidence of postoperative wound infection or hernia recurrence. ([23) Our patients were treated with mesh repair without appendectomy as all of their hernias contained 
